Objective: The aim of this research is to compare the current state of hospice and palliative medicine in The Republic of Poland, Romania, and the Slovak Republic.
In Poland, many of the palliative care organizations are run by religious organizations, considering the Polish palliative care movement began primarily as a religious undertaking. There are also nearly 200 institutions within the national health care service created by civic associations. Though they still have many volunteers, they have evolved from fully volunteer hospices in the beginning (Schmidlin, 2012) . In 1991, National Forum of the Hospice Movement was founded, and in 1998, Poland officially offered a specialization in palliative care for both physicians and nurses (Swietlik & 
Romanian Palliative Care
In Romania, the concept of palliative care arose in the late 1980s from a need to care for HIV/AIDS patients, specifically children (Mosoiu, Andrews, Perolls, 2000). As the result of a heavily regulated system, gaining access to opioids was extremely difficult, and Romania's annual morphine consumption was among the lowest in Eastern Europe (Institute of Medicine, 2007) . Since then, a number of developments have turned Romania into a regional leader in end-of-life care. The palliative care movement gained momentum in the late 1990s, with the support of a philanthropists from the United Kingdom, Graham Perolls. Through that support, the first home-based hospice in Romania, Hospice Casa Sperantei, opened in Brasov in 1992, covering an area with a population of 400,000 (Hospice Casa Sperantei Annual Report, 2015).
Design: The paper is a secondary source literature review. Results: Hospice and palliative medicine are well integrated into each national healthcare system, but proper funding is needed in order to continue expanding this form of care and reach all patients in need. Conclusion: Since the 1990s, Poland, Romania, and the Slovak Republic have made significant strides in developing hospice and palliative medicine and integrating this care into their national healthcare systems. Opportunities for future development include creating models for funding through the national healthcare systems and expanding homebased palliative care modalities. 
Slovak Republic Palliative Care
In the Slovak Republic, palliative medicine was developed on the principles of pain management for the terminally ill, developing primarily in the 1990s. The term "hospice" first appeared in legislative documents in 2000, and the first hospice was Matky Terezy Hospice in Bardejovská Nová Ves, established in July 2003. Many other hospices followed after that, and by 2006 palliative care was adopted in multiple care settings such as outpatient departments, hospitals, hospice institutions, in the home setting. In 2014, eight hospice facilities had 154 beds, and 94 beds were in hospital-based palliative departments (Križanová & Škripeková, 2015).
Policy Implementation
The most important, practical healthcare policy that affects the quality of palliative care in a country is its opioid access laws. Everything done in palliative medicine revolves around pain management. "Pain management opens the gate to bringing in all the rest that we know-the social, spiritual, cultural issues that are there," says Anne Merriman, founder of Hospice Africa. "With pain control, people can start to think again." (The Economist, 2010).
The World Health Organization (WHO) decreed that adequate pain control is an essential component of caring for cancer patients, and there is no other measure that can improve the quality of life of that population as much as palliative care (The Economist, 2010). In order to achieve quality pain control, the WHO and the International Association for Hospice and Palliative Care (IAHPC) have a published list of recommended opioid formularies, with the WHO recommending four formularies and the IAHPC recommending seven formularies. The chart below outlines the specific recommendations on opioid use. Another aspect of opioid availability is how easily physicians can provide patients with the necessary medication, and regulations vary by country.
Not all physicians are able to prescribe opioid medications to their patients in all three countries. Currently, only Poland allows all physicians to prescribe opioid medications to their patients. In both Romania and the Slovak Republic, only oncologists, surgeons and some pain specialists can prescribe opioid medication. No family medicine physicians can prescribe opioids, and currently in the Slovak Republic, no palliative physicians can prescribe opioids (Cherny N, Baselga J, de Conno, F, Radbruch L, 2010). Additionally, Romania and the Slovak Republic require that most patients who are to receive the opioids register and receive a permit stating that they are indeed eligible to receive the medication. If a patient is an inpatient in a hospital, no permit is needed, but on an outpatient basis, permits are required, though steps have been taken to ensure that permit processes are not burdensome for patients. Poland has no such permitting process and any patient who has a prescription for an opioid may have the prescription filled. Additional regulations exist on the amount of opioid medication that may be prescribed at one time. Poland allows physicians to prescribe an unlimited number of days per opioid prescription. In Romania and Poland, each prescription is limited to a 30-day supply (Cherny N, Baselga J, de Conno, F, Radbruch L, 2010).
Level of Integration
Another aspect of hospice and palliative medicine policy in each country is how well palliative medicine is integrated into the national health care systems. The Worldwide Hospice and Palliative Care Alliance created a Global Atlas of Palliative Care at the End of Life (2014), and in this atlas the organization developed categories for how well palliative medicine is integrated into the mainstream service provision. Both Romania and Poland are at a 4b (the highest level of integration), and in 2014 the Slovak Republic was re-categorized from a 3b to a 4a (the second highest level of integration). Both Romania and Poland being at a 4b means that palliative medicine is at an advanced state of integration into the mainstream service provision. This is because of the following facts about the country's palliative services:
• comprehensive provision of all types of palliative care by multiple service providers • broad awareness of palliative care on the part of health professionals 
Medical Economics
As palliative medicine becomes further integrated into mainstream service provision, it becomes important to understand how much it will cost, and specifically how much it will cost to provide quality palliative care. With a limited amount of financial resources available to devote to palliative care, it is useful to develop a standardized costing framework. Studies of palliative care wards in Poland show that payments from the national health system cover only 60% of the costs incurred by the units (Ciał-kowska-Rysz, 2016). In Slovakia hospices, 40 -60% of the cost of inpatient palliative care is paid for by patients and families, as the health insurance companies do not consider hospices to be necessary medical facilities. And for outpatient care, patients must contribute to the cost of medications (Križanová & Škripekov, 2015).
A 2014 study in the Journal of Pain and Symptom Management developed a costing framework for palliative care (Mosoiu, Dumitrescu, & Connor 2014). Using Romania as a model, the authors developed cost analysis elements for palliative care providers in two different settings, the inpatient units and home-based palliative care. First, an interdisciplinary group of palliative care experts identified standards of quality palliative care delivery in the inpatient and home care settings. Surveys were conducted of government agencies and palliative care providers to identify payment practices and budgets for palliative care services. In the second phase, unit costs were defined and a costing framework was designed to measure inpatient and home-based palliative care unit costs. The final phase was advocacy for inclusion of the calculated costs into the national funding system. It was the author's intent that the framework could be applied to many countries (Mosoiu, Dumitrescu, & Connor 2014).
Through the Romanian study, the significant economic benefit of home-based palliative care became evident as represented in the graph below:
Home care allows the patient to receive care in their preferred environment and to have greater independence and control of the care, in addition to involving the family in daily care with support from a specialized team. From an economic standpoint, home care involves less financial and human resources and offers care to a larger number of patients. This demonstrates that with a finite amount of funding available in national health care systems, an investment in expanding home-based palliative care is of great economic value (Mosoiu, Dumitrescu, & Connor 2014).
Clinical Outcomes
The most important aspect of hospice and palliative care is the impact it has on patient care and clinical outcomes. There is a direct, measurable change in the quality of care patients receive once they elect this form of treatment. As demonstrated by Mosoiu (2014), the average patient admitted to hospice services had 13.4 symptoms on admission. These were symptoms such as pain, nausea, anxiety, and fatigue due to disease progression and often the side effects of curative treatment the patient had undergone prior. By the time of death, the patient had improved to only have an average of 5.4 symptoms. Additionally, the remaining symptoms were reduced in severity, with any pain being lower on a scale of 1-10, and other symptoms being much less distressing, such as dry-mouth, which is often a side effect of medication (Mosoiu, D. 2014). In addition to improved symptom management, patients experience an improved quality of life. This is due in large part to the physical relief they experience, and also because many palliative care programs offer care at home, in a familiar environment for the patient. Caregivers are also less likely to experience depression and mental health issues after the death of their loved one (Mosoiu, D. 2014). An inter-disciplinary approach ensures the whole person is cared for, body, mind, and soul, which is beyond only managing a disease. And the interdisciplinary team also facilitates better decision-making as they are able to help align treatment with the patient's wishes and are involved in all care transitions providing a greater continuity of care and consistent follow-through on the plan of care (Mosoiu, D. 2014).
Conclusion
One of the unique and sacred aspects of palliative care is that there is only one chance to get it right. Patients only die one time. A daughter will lose her mother only one time, a husband will watch his wife die only once, and health care systems only have one chance to ensure that a patient's death is a good death. With the medicines and medical expertise available in the world today, no one should live in pain or distress until they die. Poland, Romania, and the Slovak Republic have undertaken significant work since the 1990s to ensure that those with life-limiting illnesses in their country can die in comfortable dignity, fully living as many days as they have left.
